Background: Postnatal care is essential to save the life of the mother and newborn. Knowledge on the determinants of postnatal care assists the policy makers to design, justify and implement appropriate interventions. The current study aimed to analyse the factors associated with utilisation of postnatal care services by mothers in Nepal based on the data from Nepal Demographic and Health Survey (NDHS) 2011.
Background
The postnatal period, defined as the time immediately after the birth of the baby and up to six weeks (42 days) after birth, is critical for the newborn and the mother. Immediately after birth, bleeding and infection pose the greatest risk to the mother's life, while preterm birth, asphyxia and severe infections pose greatest risk to newborn [1, 2] . Two thirds of all neonatal deaths arise from such complications, while inappropriate feeding and cultural practices during the postnatal period may pose further risks to the life of the newborn [1, 3] . All these maternal and neonatal problems could be reduced if women receive appropriate postnatal care [1] . The timing of postnatal care is also crucial to the well-being of the mother and baby. Earlier international studies have shown that some 50% of maternal deaths and 40% of neonatal deaths occur within 24 hours after birth, also known as the 'immediate postnatal period' [1, 4] . Thus it is clear that the first 24 hours after birth is a crucial time to intervene so that any problems can be identified promptly and appropriate intervention can take place. For this reason the World Health Organisation (WHO) recommends that mothers receive postnatal care within the first 24 hours [1] followed by postnatal check on the second or third day, and then on the seventh day after delivery [1] . In Nepal, the Ministry of Health and Population, follows these recommendations [5] .
Around the world, it is recognised that postnatal care is crucial in maintaining and promoting the health of the woman and the newborn baby, while providing an opportunity for health professionals to identify, monitor and manage health conditions that may develop in the mother and newborn during the postnatal period. In addition, postnatal care provides health professionals with the opportunity to promote exclusive breastfeeding, personal hygiene, appropriate feeding practices, and family planning counselling and services. Moreover, postnatal care allows for the provision of postnatal vitamin A and iron supplementation to the mother and immunisation of newborns to provide them with optimal start to life [1] .
Since 1990, Nepal has made a tremendous progress in meeting the Millennium Development Goals (MDGs) related to the survival of children under five years of age and that of mothers. Between 1990 and 2010, maternal deaths have declined from 850 to 229 deaths per 100,000 live births [6] . In contrast, neonatal mortality in Nepal has reduced from 59 to 33 deaths per 1,000 live births in the same time period [5, 7] , remaining stagnant at 33 deaths per 1000 live births since 2006 [5] . Importantly, although postnatal care has been shown to be beneficial and effective in preventing maternal and neonatal deaths [8] , attendance in Nepal remains low, with the 2011 Nepal Demographic and Health Survey (NDHS) reporting that only 46.4% of mothers attended at least one postnatal care visit [5] .
A number of studies have investigated postnatal care utilisation and timing in developing countries such as Indonesia [9] and Bangladesh [10, 11] . However, the literature for postnatal care in Nepal remains limited. Only two studies have reported postnatal care utilisation in Nepal [12, 13] . One study conducted in 2006 [12] reported that only 34% of women utilised postnatal care service within the 42 days after birth. The same study reported that occupation, ethnicity, household economic status and education of spouse were significantly associated with the utilisation of postnatal care. The study was not without limitations. First, the study was restricted to two village development committees near the nation's Capital, Kathmandu. Second, the sample size was small (n = 150) [12] . More recently, Neupane et al. [13] reported postnatal care utilisation in Nepal using data collected by the 2006 NDHS. The study found that only 26.5% of mothers attended at least one postnatal care visit. A literature search did not yield any other publication related to postnatal care in Nepal using data collected after 2006.
Updated knowledge using nationally representative data could provide useful information to policy makers to implement future intervention on increasing utilisation of postnatal care and improve maternal and newborn survival rates [1] . In addition, no previous studies have reported the utilisation of immediate postnatal care (within 24 hours). Given the availability of the most recent national data of NDHS 2011, and existing gaps in the literature from Nepal, this study aimed to determine the factors associated with utilisation of postnatal care within i) the first 42 days after birth, and ii) the first 24 hours after birth.
Methods
This study analysed data from the 2011 NDHS [5] , a cross sectional two-stage cluster sampling study representing the entire country. The NDHS 2011 covered the births in the five years preceding the survey. The data was collected through three sets of questionnaire: household questionnaire, men's questionnaire and women's questionnaire. To analyse the child health related variable, a children dataset was created by merging the relevant information from all of these three questionnaire [14] . A total of 4079 births and related information were reported within five year preceding the survey and were included in this study. Analysis was restricted to these 4079 last born children to minimise recall bias [9] . Further details of sampling, questionnaire and procedure can be found in the publicly available survey report [5] . For this study, we used publicly available dataset from the measureDHS website [14] . The NDHS 2011 is approved by the Nepal Health Research Council and ethical review board ICF Macro international. Therefore, an independent ethical approval was not required.
Outcome variables
For this study two postnatal care utilisation outcome variables were investigated: i) Postnatal care attendance was defined in this study as at least one postnatal visit provided to mother within the first 42 days (six weeks) of birth [2] . The NDHS 2011 asked a question: After you gave birth to (CHILD'S NAME), did anyone check on your health?" With options yes/no to determine if the mother had attended any postnatal care visit [5] .
From the response, we used Yes = 1, and No = 0 for our analysis. There were no missing values for this response. ii) Immediate postnatal care was defined in this study as postnatal care occurring within the first 24 hours of delivery. The NDHS 2011 asked "How long after delivery did the first check take place?" with response options in hours, days, weeks and do not know [5] . For analysis, responses were dichotomised into mothers who reported no postnatal care/ postnatal care after 24 hours =0, and mothers who reported postnatal care within24 hours (immediate postnatal care) =1. Missing variables (n = 2 among those who responded having attended postnatal care) and no postnatal care visits were treated as late/no-postnatal care and included in the denominator to report the utilisation among the total respondents.
Independent variables
Independent variables in this study were chosen based on existing literature on postnatal care [13, [15] [16] [17] .
Mother's age was recorded as continuous variables and then recoded into categories in the NDHS dataset. Use of antenatal care (ANC) was also recorded as a continuous variable and was categorised into: (i) no ANC, (ii) 1-3 and (iii) 4 or more ANC visits. In addition, women were asked about the timing of their first ANC visit, and this was dichotomised into: (i) early ANC if the first ANC visit took place within the first trimester, and (ii) late ANC if in the second or third trimester [15] . Place of delivery was coded as (i) health facility for women who reported births in public and private health facility, the rest were classified as (ii) home deliveries [13] . Birth attendance during delivery was dichotomised into (i) skilled attendant and (ii) unskilled attendant. Doctors, nurses, health assistants, auxiliary health workers, maternal and child health workers were classified as skilled attendants; while relatives, friends and neighbours were classified as unskilled attendants [18] . Maternal final say on her own health care was included as an indicator of maternal autonomy and categorised into three groups: (i) woman alone (high autonomy), (ii) woman with partner/other (medium autonomy), and (iii) partner alone/someone else (no autonomy) [19] . Birth order was collected as a continuous variable and was recoded as (i) first (ii) second or third, and (iii) fourth or more. The economic status of each household was calculated by the NDHS using principle component analysis of more than 40 asset variables including: type of housing building materials, ownership of durable goods such as television and radio, as well as ownership of agricultural land [20] . Households were then divided into quintiles according to the wealth score: (i) poorest (ii) poor (iii) average (iv) rich and (v) richest. Considering the similarities between such quintiles as suggested by Agho et al. [21] , the wealth quintiles have been re-categorised into three groups: (i) lowest 40% as poor, (ii) middle 40% as middle and (iii) upper 20% as the rich. Based on previously published NDHS related studies, ethnicity in this study was categorised according to Nepal's caste system, which consists of more than 120 different groups, into three broad groups: (i) Advantaged, (ii) Disadvantaged Janjati and (iii) Disadvantaged Dalit [22, 23] . At the top of the social order are members of the Advantaged Brahmin, Chhetri, Thakuri, Sanyasi, Gurung, and Newar groups. Members of the disadvantaged Indigenous (Janjati) population of Nepal were grouped as middle groups. The lowest position in the social order is occupied by the Disadvantaged Dalit castes [22, 23] .
Religion was recorded in the NDHS 2011as Hindu, Buddhist, Muslim, Christian and Kirat. As the majority (81.3%) of population belongs to Hindu religion [24] , this study has dichotomised the variable into (i) Hindu and (ii) others. Education was recorded as (i) no education, (ii) primary, (iii) secondary and (iv) higher education. The same categories were used in this study. Maternal occupation was categorised into three subgroups: (i) agriculture, (ii) not working and (iii) working in paid work [22] . Paternal occupation was also recoded into three subgroups: (i) agriculture, (ii) professional/technical, and (iii) manual and others. There was no unemployed category for paternal occupation. 
Statistical analysis
This study reports two outcome variables: (i) at least one postnatal care visit within 42 days of birth and (ii) immediate postnatal care. The association between utilisation of at least one postnatal care visit and immediate postnatal care, and the independent variables were tested by Chi-square test (χ 2 ). Associations between significant variables in the Chi-square test were then further examined using crude (unadjusted) odds ratios. Significant variables in unadjusted logistic regression were then included in the multiple logistic regression models to generate adjusted odd ratios (aOR). For the multiple logistic regression analysis, a hierarchical modelling strategy is used [25] . A p-value < 0.05 was considered statistically significant. All the analyses were performed using Complex Sample Analysis procedure which was deemed necessary to adjust for sample weight, and multi stage sampling [26] . An analysis plan was prepared using strata, cluster and sample weights. This plan file was used while performing Complex Sample Analysis to achieve a more precise point and period estimation. Statistical Package for Social Science, release 20 was used for analysis.
To conceptualise the analysis, we adapted the conceptual framework which has been previously suggested by Victora et al. [27] and used in a similar study from Indonesia [28] . The framework used by the authors suggested that the utilisation of health services is affected by various factors at different levels. According to the framework, the independent variables were categorised into three main groups; starting from most distal factors: (i) community factors (place of residence, development regions, and ecological regions); (ii) sociodemographic factors (wealth status, ethnicity, religion, maternal education, maternal occupation, paternal education, and paternal occupation) and (iii) proximate factors (mother's age, antenatal visits, timing of antenatal visits, place of delivery, attendance during delivery, maternal autonomy for health related decision, birth order and sex of child). In the multivariable analysis, we entered the most distal variables first, followed by addition of the sociodemographic variables and finally the proximate variables. Significant variables in the preceding model were retained in proceeding model, thus in model 1, we entered community factors. In model 2, we added sociodemographic factors retaining significant variables from model 1. In model 3, we retained the significant variables from model 2 and added the proximate variables. Prior to multiple regression analysis, independent variables were tested for collinearity between independent variables. A fair or weak correlation was found among the following variables: birth order and place of delivery (r = −0.33); birth order and skilled attendant (r = −0.34); maternal education and paternal education (r = 0.49); maternal education and maternal occupation (r = 0.04); paternal education and paternal occupation (r = 0.03). Skilled attendance and the place of delivery had a strong positive correlation (r = 0.89) and number of ANC visits and timing of ANC had significant correlation (r = 0.63). Similarly, mother's age was also significantly correlated with birth order (r = 0.58). Collinearity was said to exist between place of delivery and attendance during delivery; number of ANC visits and timing of ANC visits; and mother's age and birth order because the correlations were near to the value r = 0.85 [25] . Based on previous literature, place of delivery, number of ANC visits and mother's age were chosen for inclusion in the final multivariate model [9, 13] , while attendance during delivery, timing of ANC and birth order were entered into separate model.
Result
Characteristics of respondents Table 1 presents the characteristics of 4079 respondents. Almost 64% of mothers were in the age group 20-29 years, and approximately one in three women reported being first time mothers. More than a half had attended the recommended four or more ANC visits and approximately two in five women delivered their most recent birth in health facilities, while almost one in two women reported the presence of a skilled birth attendants at the time of delivery.
Utilisation of postnatal care
Less than half (43.2%; 95% CI (39.9 -46.5%)) of the mothers had attended at least one postnatal care visit, with two in five women (40.9%; 95% CI (37.7-44.2%)) reporting immediate postnatal care within 24 hours of delivery.
Factors associated with postnatal care attendance Table 1 shows the utilisation of postnatal care by selected independent variables. The study found a decrease in the proportion of mothers who attended postnatal care and immediate postnatal care services with increasing age. On the other hand, there was significant increase in postnatal care attendance with increasing ANC visits; health facility deliveries, skilled attendance, increased wealth, increased maternal and paternal educational attainments. Residing in the urban areas of Nepal was also associated with higher prevalence of postnatal care attendance and immediate postnatal care attendance. Surprisingly, only 89.2% of women reporting health facility deliveries reported any postnatal care, while only 87.6% reported immediate postnatal care.
Factors associated with the utilisation of postnatal care based on unadjusted and adjusted logistic regression are presented in Table 2 . At the community level, place of residence and ecological regions were significantly associated with the attendance to postnatal care (Model 1). Mothers from urban areas (aOR 3.953; (2.992-5.222)) and from Terai (Plain) region (aOR 2.498; (1.700-3.669)) were more likely to attend postnatal care. When sociodemographic variables were added to Model 1, place of residence was the only community factor to remain significant. Of the sociodemographic factors, household wealth status, maternal education, maternal occupation, paternal education and paternal occupation were significantly associated with the postnatal care attendance after controlling for community factors, ethnicity and religion (Model 2). Mothers from middle (aOR 1.638; 95% CI (1.260-2.129)), and rich (aOR 3.182; 95% CI (2.171-4.665)) families were more likely to attend postnatal care. Similarly, mothers with education were likely to attend postnatal care than mothers with no education (aOR 4.623; 95% CI (2.880-7.421)). Fathers' education also had positive effect on postnatal care, whereby mothers' who had partners with higher education were more likely to attend postnatal care (aOR 1.736; 95% CI (1.099-2.742)). Mothers working in agriculture (aOR 0.623; 95% CI (0.481-0.807)) were less likely to attend postnatal care. Also mothers whose partners performed professional (aOR 1.718; 95% CI (1.354-2.179)) and manual (aOR 1.398; 95% CI (1.102-1.772)) occupations were more likely to attend postnatal care. In the final model, when the proximate variables were added to the significant variables of Model 2, place of delivery and antenatal care were significantly associated with postnatal care after controlling for community and sociodemographic factors. Place of delivery had the strongest effect on the attendance of postnatal care showing that mothers who delivered in a health facility (aOR 31.084; 95% CI (22.416-43.106)) were more likely to attend postnatal care than mothers who delivered at home. In addition, mothers who had attended the recommended four or more ANC visits were more likely to attend any postnatal care than the mothers who did not attend any ANC visits (aOR 3.624; 95% CI (2.343-5.604)). Of the community and sociodemographic factors, wealth status and maternal education were the only factors to remain significant in the final model. No association was found between maternal decisions making related to her health with use of any postnatal care. The percentage in PNC and Immediate PNC is adjusted for sample weight, multi-staging and cluster weight. Therefore, the percentage may not be equal to simple unweighted count. P = Chi-square p -value; ANC: Antenatal care; PNC: Postnatal care *reflects statistically significant association in Chi-square test. In an alternative multivariate regression model of postnatal care attendance, the variables place of delivery, number of ANC visits and mother's age were replaced by the closely related variables of skilled birth attendance, timing of ANC and birth order, respectively (not shown in table). The alternative model yielded similar results to the final model, whereby early attendance to ANC increased the likelihood of postnatal care attendance (aOR1.275; 95% CI (1.005-1.620)). Similarly skilled birth attendance at birth increased the likelihood of postnatal care attendance (aOR33.742 95%CI (26.212-43.434)). No changes in the direction and significance of any other associations differed in the alternative model compared to the final model presented in Table 2 .
Factor associated with immediate postnatal care attendance
The factors associated with immediate postnatal care are presented in Table 3 .In Model 1, community factors: place of residence and ecological regions were significant showing that mothers from urban (aOR 3.539; 95% CI (2.725-4.736)) and mothers from Terai (Plain) region (aOR 2.474; 95% CI (1.680-3.647)) were more likely to attend immediate postnatal care than mothers living in rural and mountain areas, respectively. When sociodemographic factors were added (Model 2), both of these factors remained significant. In Model 2, wealth status, maternal education, maternal occupation, paternal education and paternal occupation were significantly associated with immediate postnatal care service utilisation after controlling for community factors, religion and ethnicity. Similar to the utilisation of any postnatal care; mothers from rich family, with higher education, having their partner higher education were more likely to use immediate postnatal care. Likewise, mothers with an agriculture occupation were less likely to attend immediate postnatal care. Mothers who had partners from professional and manual occupations were more likely to attend immediate postnatal care.
In the final model (Model 3), when proximate variables were added to Model 2, wealth status, number of ANC visits and place of delivery were significantly associated with immediate postnatal care. Similar to any postnatal care, the place of delivery had strongest effect on immediate postnatal care attendance.
In an alternative multivariate regression model of immediate postnatal care, the variables place of delivery, number of ANC visits and mother's age were replaced by the closely related variables of skilled birth attendance, timing of ANC and birth order, respectively (Not shown in table). This alternative model yielded comparable results to the final model of immediate postnatal care, whereby early attendance to ANC was marginally associated with immediate postnatal care (p = 0.057) showing that the mothers who attended ANC early were more likely to have immediate postnatal care (aOR 1.272; 95% CI (0.993-1.630)). While skilled birth attendance at birth increased the likelihood of immediate postnatal care attendance (aOR 45.109; 95%CI (34.102-59.668) . No changes in the direction and significance of any other associations differed in the alternative model compared to the final model presented in Table 3 . 
Discussion
This study has found that utilisation of postnatal care has increased between 2006 to 2011 from 26.5% [13] to 43.2%. Nevertheless, utilisation of postnatal care and immediate postnatal care among Nepalese mothers remains low. Community factors (place of residence and ecological region), socio-demographic factors (wealth status, religion, education, maternal occupation) and proximate factors (the use of recommended ANC service, place of delivery, skilled attendance during delivery) were significantly associated with the utilisation of postnatal care. A possible explanation for the low attendance to postnatal care in Nepal, could be cultural practice which prevents recently delivered mothers and newborns to be touched by any one or leave the house until the 12 th day after delivery [29] . Such cultural practices have been reported in Bangladesh and India previously [30, 31] and have been associated with non-utilisation of postnatal care [31] .
At the community level, the quality of care may also be preventing women from attending postnatal care. In Nepal, despite a focus on community-based services through primary health care outreach clinics, these clinics have been reported to function at a limited capacity [32, 33] , where lowly trained village health workers who have only a few months of training, and do not have a high school level qualification are often found running such clinics [32] . The major focus of their job is child immunisation. As result, they are rarely provided with postnatal care training. While these clinics can generally reach vast number of women, the clinics are usually conducted in public places such as schools, waiting areas of community centres, and temples; and thus lack adequate space for privacy. This lack of privacy, technical competency of the health workers, and lack of equipment may be the reason for the low utilisation of postnatal care by mothers.
One of the encouraging findings of this study is the effect of ANC attendance on postnatal care attendance. This study found that the mothers who attended four or more ANC visits as recommended by the WHO [1] and the National guidelines of Nepal [32] , were more likely to attend postnatal care. ANC attendance and adequate counselling of mothers has been previously reported to be associated with postnatal care attendance [34] .
Place of delivery was significantly associated with attending immediate postnatal care. Women who deliver in a health facility, receive medical care from skilled attendants. Subsequently, mothers should receive postnatal care from skilled attendants within 24 hours after birth, before being discharged from the place of delivery, as per the Nepal postnatal guidelines [35] . Interestingly, this was not fully true for one in ten mothers in this study. Missing the opportunities to provide essential postnatal care in facility deliveries unnecessarily puts the lives of mothers and infants at risk. Future research needs to explore why such opportunities to provide postnatal care to mothers who deliver in health facilities and deliveries attended by skilled attendant are missed.
Mothers from urban areas and mothers from Terai areas were more likely to attend postnatal within 42 days after delivery and immediate postnatal care. This finding can be explained by the fact that in the mountainous and rural areas of Nepal there has less access to public services, such as roads, transport and health services. As a result, urban and Terai residents are likely to have more access to transportation and healthcare services [36] . A higher physical accessibility has been previously found to increase maternal health service utilisation in Nepal [15] and Ghana [37] . This finding suggests there is a need to provide postnatal care through alternative means.
The finding that mothers with higher education were more likely to attend postnatal care can be explained by the notion that mothers with higher levels of education are more likely to be informed about health risks, demand and gain access to healthcare [34] . Likewise, mothers who are involved in paid employment are more likely to be economically independent and consequently have access to services, and utilise the services when they need or as recommended by their health workers [10] . Previous studies by Simkhada et al. [38] , Neupane et al. [15] and Salam et al. [39] also support the notion that attainment of education, and having a paid job empowers mothers to utilise maternal health services.
With regard to employment sector, agriculture is a very significant contributor to Nepal's economy, with almost three in four households involved in agricultural activities, primarily as subsistence agriculture [5] . It is reasonable to assume that households who entirely depend on agriculture may be unable to attend postnatal care due to time away from work affecting their food production and income. Opening hours of health facilities (usually operating between 10.00 am-3.00 pm or only on certain days) may discourage women from seeking care. This conflicting time schedule may provide an explanation for the decreased likelihood of postnatal care attendance among mothers reporting agricultural occupation.
The current study also supported the common finding that mothers from rich households are more likely to attend postnatal care and immediate postnatal care. This finding can be explained by the availability of funds to spend on hospital for deliveries and obtain subsequent services such as postnatal care. Likewise, mothers from higher socioeconomic households are also more likely to be aware of the benefits of obtaining postnatal care through different media such as television, and newspapers than their counterparts from low socioeconomic groups. This finding is similar to the findings from the India and Nepal where mothers from higher socioeconomic group attend postnatal services [12, 13, 34, 40, 41] .
Public health implication
This study highlights the need to increase the availability and accessibility of health facilities during pregnancy, delivery and postnatal periods, as utilisation of ANC and delivery services increased the likelihood of postnatal care utilisation. Results from this study point to a combination of community and facility-based interventions as feasible measures to reach poor, rural, and less educated mothers including all mothers of the community [9] . To increase service use, it is necessary to invest in the existing networks of community health workers who run out-reach clinics in order to strengthen their capacity to provide quality maternity care with the necessary knowledge, skills and equipment. Such initiatives will ensure the most disadvantaged groups and those who cannot travel to health facilities due to long hours of work in the agricultural sector and those who live in remote hard-toreach areas receive the necessary maternity care.
This study found that a significant proportion of the mothers who delivered in health facility or were attended by a skilled personal during delivery did not receive postnatal care. An incentive program to cover the transportation cost of mothers and incentive for health workers has been found successful in increasing the use of institutional deliveries [9, 32] . A supply-side scheme, which rewards health workers for each postnatal woman they see, could be an option to ensure that all women who deliver in a health facility receive postnatal care.
Approximately 85% of mothers in Nepal attend at least one ANC visits, while the proportion of mothers attending four or more ANC visits drops to 50% [32] . This is a critical figure and, it suggests that health professionals should take advantage of the first ANC visit to highlight the potential risks of giving birth at home and not attending postnatal care. Further, as results suggest, encouraging mothers to attend the recommended four or more ANC visits will have a positive effect of postnatal care uptake. Providing education to husbands during antenatal period [42] , and increasing awareness about attending the recommended four ANC visits [19] can have a positive effect in increasing institutional deliveries and postnatal care. At the community level, involvement of community leaders including religious leaders in health programs may be helpful in increasing the utilisation of postnatal care during the seclusion period when the mother and infant are confined to the isolation within their own house [30] . While it is encouraging to see the current implementation of community-based newborn programs focusing on the provision of home-based care to provide optimum care for newborn [43] , future pilot studies may evaluate the effect and feasibility of a similar approach to increase the use of postnatal care.
Strengths and limitations
The current study has a number of strengths. We used a national survey data, and relatively large sample size with a high response rate (95%) [5] . The demographic and health surveys are internationally validated and nationally adapted surveys. Therefore, the current findings are generalisable to the entire country. Our analysis accounted for study design and sampling procedure, which is more likely to yield accurate estimates [26] . This study has also provided updated knowledge on factors associated with the utilisation of postnatal care. In addition, this is the first study to report the prevalence and determinants of immediate postnatal care in Nepal. Nevertheless, the current study has several limitations. Cross-sectional nature of NDHS limits the capacity to draw any causal inferences. Also, as the survey asked the information retrospectively, this may have yielded some recall bias. Nevertheless, this bias is not considered problematic since this study included only women giving birth within five years preceding the survey.
Conclusion
The current study found that less than a half of mothers utilised postnatal care in Nepal. Promoting ANC, health facility delivery and postnatal care, focusing on women residing in rural areas, and less educated mothers is essential to increase the use of postnatal care and thereby decrease maternal and new-born morbidity and mortality. Furthermore, strengthening the current capacity of facilities and outreach clinics to enable the provision of quality service may help to increase the utilisation of postnatal service [9] . Upgrading the skills of the community health workers and raising awareness about the availability and importance of postnatal care through outreach clinics could also be a feasible option to bring about an increase in postnatal care uptake, even in a short time period. Further operational research is essential to explore feasible options for community-based services to increase the use of postnatal care in Nepal. Current communitybased maternal and child health program could be a good point to start to integrate postnatal care as a mandatory part of care of mother and newborn in community [44, 45] .
